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R 1
N 001} 1200-8-8 Initial Comments N 001
5 During the annual Licensure survey and
investigation of complaints #33919, #33442,
#32005, #32404, and #324586, conducted on July
1 28 - August 1, 2014, at Mt, Julist Health Care
Center, no deficiencles were were cited under
1200-8-8, Standards for Nursing Homes.
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